THE DIVISION OF HEALTH OF MISSOURI

V.5, No.300 . : . e
. I
fev. 10.48 FILED DEC 10 1957 STANDARD CERTIFICATE OF DEATH State File N,41?19 _,{
BIRTH MOD. REG. DIST. 31_8__ PRIMARY REG. DIST. NO. J_D.O.B, Kegisirar’'s Noilé,%&...:-.
I, PLACE OF DEATH ; 2. USUAL RESIDENCE (Whers deccased lived. If knstitution: residencesbefore
a. COUNTY a. STATE b. COUNTY /ld fmioal.
\ Mo,
b. CITY m Ed [lmiw, write RURAL and . LENGTH OF . CITY y
TOR otitofde wrwnu; mils, write an w‘i'n..hip} gTAY i This ploce] c OR . d. l‘..étl:i%n m:rxlnmummf.;:g
OWN_ St Louis 3 TOWN gt, Louis - O _
d. FH&%P?'#AT.EOOF {If pot in hoepitsl or Inssisution, glve strect address or loestion) ASJDRREEE-SI‘S (I rural, give location)
O] insmuTioN W61 Clarence Ave. 7 492 Leahy Ave.
3 NAME oF o. {First) b, (Middle) 7 c. (Last) 4. DATE (Month)  (Day)  (Year)
(Typeor Prin) _ Jyldia Ann Barry DEATH _ Nov, 27 1957
5, 5EX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, "€} 8. DATE OF BIRTH 9. AGE (o years| IF Uotm | YEAR | F UnDER M ums,
/ s W|DOV/ED, awoacsn (Bpectirr T 8 las{ birthday) Munuu, Dars | Hours | Min.
female white widowe Apr. 20 1873 | l
10a. USUAL OCCUPATION (Givelindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - . '] 5
done during most of working Life, ovannlf ndr::) - DUSTRY (City and Stets or FH“" C«mlry?jf/ IZ£SH%E§?F WHAT
housework home Irelan UoSehs
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’/OR ¥|FE
John Tierney ]| Bridget Comnell¥y |
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S 5| GNATURE OR NAME ADDRESS
(Yes. 00,01 unknown} | (If yes, rlve war or dates of sorvice) NO. 626 Hi hl d A
no none arl Ve
18. CAUSE OF DEATH MEDjC. CERTIFIGCATION . INTERVAL BETWEEN
 Enter anly opecausoper | I. DISEASE OR CONDITION v - z: - 2"5“ AND DEATH
Jine for (@), (b), and (¢) | DIRECTLY LEADING TO DEATH® (5) et | L o -

1

*Thir does not mean | ANTECEDENT CAUSES

the mode of dying, such | Aforbid conditions, if any, giving DUE TO (b)
a8 heart faflure, asthenta, | Tite fo the above cause (o) siating

ee. It means the diy- | the underlying couse last. . . - -

case, Injury, or complica- DUE TO @)
tion which caused deagh. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contrituting to the death bt not /?Ci‘, I
related Lo the disease or condition cousing death.
19a. DATE QF DP'FI%?'E 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? G?
w0 W&
Ll 21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (o.s.. Inorabout | 21c. (CITY, TOWN, CR TOWNSHIP) (COUNTY) (STATE)
S SUICIDE boms, larm, fastory, strest, offios bldg., ete.)
" HOMICIDE
21d. TIME (Mopth) (Day} (Year) {Houn Z21e, INJURY OCCURRED | 2if. HOW DID INJURY OCCURY
. WHILE AT NOT WHILE
INJURY WORK AT WORK .

2. I hereby certify }al Ig /tended the deceased jrom%__ysﬂ.ﬂz, lo _/_';A’_L, 198" 7 thot T loat saw the deceased
alive on _// I.‘ui]and that deatl occurred a!l_tf , from the causes and on the dale.sialed uboue

23a. zz:ﬂgg g { | 7(:@3: u_ue)U 23, aonnass ; 1/ f )1.‘_0 M l A ?s:s ;.\

%4'!."8'[2] R IAl:‘.LCREMA— 74b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LmTION (Clty, town, or kdhnty) 4 /(51310)
. E.M {Bpedly} ’
- " 11/30/57 Calvary Cemetery St. Louis Mo

DAT_E_VREC'D BY LOCAL 2. FUMERAL DIRECTOR'S SLGMATURE ADDRESS

> DY) Buchholz Mortu 5967 W. Florissant Ave.
_p, jcknsed Embalmer's Statement on Reveray Side)

WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD




He

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm

DY M, OF DY .ottt itiiira s , Student Embalmer No...... e
working under my personal supervision.. ﬂ
SEUAEDE «eneeeemnnceeeaeasnnseaneransasennaennnnneens  SignedSeet fllldln ‘C"g .. A W’/”[‘M

P. O. Address A7 1=z TT .0

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faily

to éomply with the above constitutes grounds for revocation of license).
¢+ U embalmed by a STUDENT, he also shall sign in his OWN handwntmg.
. T# this body is not embalmed, fact should be so stated above.
v . T

[ . “
. . (- Fo I . Lo e

)




